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First do no harm
To the Editor: Should an organisation representing a profession 
with a millennia-old tradition of Primum non nocere (First do 
no harm) place itself in an alliance that makes it difficult to 
speak out against actions which break one of the basic tenets of 
medical and human ethics?
I sent the following by e-mail to SAMA on 19 June, while the 
public servants’ strike was on, in response to Med-e-Mail Vol. 4 
No. 17 dated 8 June 2007, and to several of the e-mail addresses 
supplied, and have received no response from SAMA. But even 
though the strike is over and emotions involved have faded 
somewhat, the issues remain.
‘While recognising that nurses should be better paid and 
the legitimate role of the labour movement in society, what 
has been happening in this strike also at Tygerberg has left me 
feeling very uncomfortable.
‘The statement of the SA Democratic Nurses Union’s 
provincial secretary [sic] Fanie Mashile, quoted in the Sunday 
Independent of 10 June 2007, highlights my concerns very 
clearly: 
“It is sad that patients have to be sacrificed for the employer 
to realize that we are serious. People have to understand that 
that there is no struggle without casualties. Unfortunately the 
casualties are innocent patients who die because the employer 
does not want to give us what we are worth as civil servants,” 
he said. He offered his condolences to families who had lost 
loved ones during the strike. “Our hearts are with the families 
who are losing loved ones in hospital because workers are on 
strike, but we cannot do otherwise until the employer gives us 
what we want.”
‘Is this the statement of an official out of line with strike 
leaders’ thinking? Mashile’s statements seem to me to be the 
result of serious group discussion. At least he is willing to 
publicly and realistically face the implications of his leadership. 
Less blatant statements from the other strike organisers are 
in a similar vein. The violence and incitement were obviously 
organised – despite utterances to the contrary such as those of 
a union official also from DENOSA, talking on SAFM about 
7.10 on Monday morning 11th June – “… isolated incidents as a 
result of the provocative actions by the police …”
‘Has SAMA clearly distanced itself from such statements 
and from organised disruptive behaviour of striking workers? I 
might have missed it.
‘The communication from SAMA in the form of the Med-
e-mail of 8 June (in which the Industrial Relations Unit of 
SAMA outlined the legal position of doctors) seems to me to 
demonstrate an inability or unwillingness to clearly face the 
implications of group-think in trade union action, and leaves 
me rather nonplussed.
‘The only reference to patient health and safety is advice for 
doctors to keep within their normal scope of practice, with the 
exception of a life-threatening situation.
‘I am not sure that I want to continue to be a member of an 
association which does not take a stand in the face of actions 
harmful to patients and other health workers. If SAMA is not 
free to speak out, should it be part of the COSATU alliance?’
Medigram Vol. 15 No. 11 of 29 June 2007 blames the 
absence of a minimum service agreement for the ‘reported 
cases of friction’ on the health sector – again trying to shift 
responsibility for wrongdoing to a third party, instead of 
distancing itself from the actions by participants in the strike, 
which were blatantly unethical.
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Quantifying antiretroviral risk in 
pregnancy
To the Editor: Efavirenz, a pregnancy risk category D 
antiretroviral (ARV) drug, has been associated with the 
development of anecephaly, myelomeningocele and 
microphthalmia in animal models. Four retrospective cases 
of neural tube defects have been reported in human fetuses,1 
but limited obstetric and neonatal outcome data on the risk 
associated with efavirenz are available. The US prospective 
pregnancy registry has detected no increase in risk of birth 
defects following exposure to efavirenz in the first trimester,2,3 
and many clinicians believe that risks to the fetus may have 
been exaggerated. These conflicting opinions led us to evaluate 
the obstetric and neonatal outcomes of pregnant patients on 
efavirenz at our ARV clinic since 2002.
A total of 37 out of 50 women had analysable data. Their 
average age was 32 years, WHO stage 3, weight 66 kg, baseline 
CD4 count 136 cells/µl, and viral load 352 919 copies/ml. The 
CD4 count improved on highly active antiretroviral therapy 
(HAART), with the average count of 245 cells/µl at pregnancy 
detection improving to 296 cells/µl at delivery. The average 
viral load also improved, decreasing from an average of 
62 630 copies/ml at pregnancy detection to 8 810 copies/ml at 
delivery. 
Obstetric outcomes. Of the women 15% decided to have a 
termination of pregnancy, 29% had a caesarean section, which 
compares favourably with the Gauteng provincial caesarean 
section rate of 17.7%,4 and 34% delivered at a level 2 hospital 
(Kalafong Hospital Neonatal Statistics, January - December 
2006 – unpublished). There were no reported cases of 
premature rupture of membranes or chorio-amnionitis.
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